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to effectively manage the overall health system and fully harness the private sector.
To address these challenges, the USAID-funded Strengthening Health Outcomes through the Private Sector (SHOPS) project implemented a training and supportive supervision program targeted to for-profit private clinics, hospitals, medical centers and nursing homes in Lagos State, Nigeria, in 2013-2014. This program focused on topics such as clinical family planning issues, family planning counseling and business practices. We conducted an experimental evaluation to examine the impact of offering these interventions to for-profit health facilities on five key outcomes: the number (range) of modern contraceptive methods offered by the facilities, the quality of their family planning counseling sessions, the keeping of updated family planning service statistics for the Ministry of Health, the number of loan applications, and overall facility revenue. The assessment used a combination of mystery client surveys, facility surveys and proprietor surveys.
Our theory of change, based on prior literature, hypothesized that the family planning and business trainings would lead to improved knowledge, attitudes and practices among the targeted providers. 5 Trainings were expected to improve the quality of family planning counseling even for providers who did not attend the trainings, because the trained providers would be encouraged to share information with colleagues within their facility, and facility directors would apply the new standards. The intervention package was expected to encourage facilities to offer a larger range of family planning methods, to improve the quality of their monitoring and reporting of family planning service statistics, to increase their likelihood of applying for and obtaining a loan to expand service offerings and ultimately to increase facility revenue.
RamaRao and Mohanam summarize much of the literature concerning the impact of family planning training on service delivery. 10 In the public sector, they find, family planning training can have a positive impact in several areas: provider knowledge, 11 the quality of counseling and services received, [11] [12] [13] the number of family planning methods offered 11, 14 and the length of the counseling sessions. 15 One study failed to detect any impact of training on provider behavior. 16 In the private sector, family planning training can improve provider knowledge and quality of services. [17] [18] [19] [20] One study, in Uganda, assessed the impact of business training sessions on private-sector health workers, but it did not measure the effect on business outcomes. 21 Our evaluation builds on this body of literature and makes several contributions. First, ours is one of the few impact evaluations of family planning trainings to focus on private for-profit providers, using a robust and well-powered experimental study design. (Only two prior studies used experimental study designs. 16, 22 ) Instead of relying only on client exit surveys or providers' reports, we also use mystery client surveys to assess the quality of family planning counseling sessions. And unlike prior studies, our evaluation examines the combined impact of family planning training and business training on both family planning and business outcomes.
INTERVENTION
The SHOPS project based the design of its multifaceted intervention on findings from an earlier assessment and a baseline survey. 23 , 24 The baseline survey found that providers not currently offering implants were interested in providing them in the future. It also detected gaps in the quality of family planning counseling, such as failures to ask about patient preferences, rule out pregnancy and check for contraindications to specific family planning methods. The assessment found that Nigerian private providers lacked business skills and were constrained by limited access to credit.
To address these issues, SHOPS developed an intervention that included different types of training, supportive supervision visits and other complementary services aimed at doctors, nurses and nurse midwives. Given the interest in provision of implants by providers, increasing the number of facilities providing implants was one of the main goals of the intervention, along with improving the general quality of services provided. The intervention also sought to improve business skills and access to credit among providers. This multifaceted intervention was offered only to the treatment group facilities. However, not all treatment facilities participated in all training sessions and other interventions. Individual facilities participated in different combinations of these trainings and complementary activities. Thus, our analysis employs an "intentto-treat" approach to examine the impact of offering the multifaceted intervention, regardless of participation in the training sessions.
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The training activities fell into two general categories: family planning training and business training. As shown in Table 1 , five types of family planning trainings were offered to the treatment group. Of these, three covered clinical issues, one focused on counseling practices and one addressed recordkeeping. Basic training sessions were required before a participant could attend the more advanced family planning clinical training. In addition, two business trainings were offered to the treatment group. Participants were not required to attend a family planning training before attending a business training.
During all of the trainings, providers were encouraged to share information with colleagues in their facilities after the training, although no written materials were distributed for sharing. This approach was a key facet of the intervention. Trainees did not receive incentives to share information. All of the trainings were classroom-based workshops conducted in centralized locations, with the exception of the infection prevention and control session, which was an on-site training held at individual facilities. SHOPS Nigeria recruited facilities to participate in the intervention by sending them letters through courier services. The project followed up with structured reminders, including short text messages and telephone calls several days prior to the trainings. Some of the trainings provided an opportunity for doctors to earn continuing medical education credits as an incentive to attend the training. Nurses and nurse midwives were not eligible to earn these credits. No other incentives were provided to the trainees to attend.
The first family planning training was a three-day clinical session focused on contraceptive technology and was directed toward clinical staff (nurses, nurse midwives and doctors). The didactic aspect of this training allowed providers to practice inserting implants and IUDs on models. Participants were given a starter stock of contraceptives (50 packets of Combi-3 oral contraceptives and 30 injections of Depo-Provera). The clinical training was typically followed by a two-day training session on family planning counseling, which was aimed at doctors, nurses and midwives and was based on the balanced counseling strategy toolkit developed by the FRONTIERS project. Monthly follow-up text messages reinforced the training information. Following the balanced counseling strategy training, a one-day training session on recordkeeping focused on the collection of data to monitor family planning goods and services at the facility level; this session was to be attended by the person responsible for documentation of family planning services. Trainees were given the federal Ministry of Health family planning register and were taught how to properly maintain it. A monthly follow-up visit from a SHOPS project data collector implemented verification checks.
The recordkeeping training was followed by a four-day clinical training session focused on the practical experience of inserting IUDs and implants. This training used both didactic and practicum approaches. For the practicum component, trainees practiced IUD and implant insertion with real clients. Participants were given a starter stock of 10 implants and 12 IUDs at no cost and were referred to the Expanded Social Marketing Project in Nigeria to procure additional stock. (Tracking how much of that stock had been used at endline was not possible because in most cases the facility had already obtained more stock through other sources.) Supervisory monitoring visits were conducted within three months of the training to gauge compliance with protocols related to family planning, reproductive health, maternal and child health and infection prevention and control. SHOPS supervisors visited approximately 70% of the facilities in the treatment group.
This training was followed by a one-day clinical training aimed at all facility staff and focused on controlling and reducing potential infections. An assessment visit was conducted three months after the training, followed by monthly text messages sent to all facilities that belonged to the treatment group. The text messages were to reinforce knowledge by reminding staff about key eligibility criteria for patients seeking IUDs or implants.
The first business training, on managing a healthy business, focused on building capacity to apply fundamental business management practices. This two-day training was aimed at facility owners, proprietors, management personnel and administrative staff. Another two-day session, on financing a healthy business, was designed to help trainees understand the financial needs of their practices, deal with financial institutions and develop financing plans. No per diem was offered to staff attending the training sessions.
METHODS

Study Design
This study used an experimental study design, with a baseline survey (prior to randomization) and an endline survey. We implemented the following steps to obtain our final sample and conduct random assignment. First, we started with an overall list of 1,736 private health facilities in Lagos State. Of these, we eliminated facilities that did not offer family planning services, as well as those that had already received training from the SHOPS Nigeria project; we also excluded any clinics, medical centers and hospitals with fewer than 800 clients per month. Our final list before random assignment consisted of 965 facilities (Figure 1) .
We then randomly assigned those 965 private health facilities into either the treatment group (484 facilities) or the control group (481 facilities), using the following steps for stratification. First, we created strata for each of the 20 local government areas. To avoid sparseness of population, we ensured that each contained at least four facilities. 26 Second, for strata with more than 16 facilities, we created substrata by splitting the primary strata into those above and below the median vignette score and, within each of the resulting substrata, splitting again into those above and below the median business score. (The vignette score was the total number of questions concerning knowledge of family planning methods and counseling answered correctly by providers at baseline through vignette surveys; the business score was based on self-reported indicators, including use of recordkeeping, advertising, borrowing and profits). Thus, we created groupings of facilities that were from the same local government area and, if the sample size permitted, were similar in terms of the vignette score and business score. Finally, we randomly assigned all 965 facilities, one by one within each substratum, to either the control group or the treatment group. This stratification process was done to increase the likelihood that the random assignment of the facilities into treatment and control groups would result in two groups with similar distributions of facilities, thus increasing the precision of the evaluation of the effectiveness of the intervention. We carried out power calculations to determine the minimum detectable effect on several key outcomes: an impact of nine percentage points in the average quality of a family planning counseling session, and an impact of 10 percentage points in the likelihood of a facility's applying for and obtaining a loan, which required a total of 800 and 600 facilities, respectively. For these power calculations, we set alpha (the probability of type I error) to .05 and power to .8, and estimated that 75% of facilities in the treatment group would attend at least one of the training sessions. (It ended up being 85% of facilities, slightly improving our power relative to our calculations).
The facilities in the treatment group were offered the multifaceted intervention between January 2013 and April 2014; the facilities in the control group were not offered the intervention. Between June and September 2014, we conducted endline facility and mystery client surveys. The cumulative response rate for both groups was 86%. We also tested for baseline differences in observable characteristics between facilities that responded to both surveys and those that did not, in order to assess whether the final sample had been affected by nonresponse bias or selective attrition. No statistically significant differences were found using joint F-tests. 
Data
We conducted two rounds of data collection: a set of baseline surveys conducted in 2012 (before random assignment), and a set of endline surveys in 2014 (following the intervention). Each round of data collection comprised three surveys: facility, proprietor and mystery client. Facility surveys were administered to facility managers and included questions concerning facility infrastructure, health services offered, staff employed, patient volume, pharmaceutical supply sources and recordkeeping. Proprietor surveys were administered to the individual who made major financial decisions for the facility, asking about revenue, expenses, business planning and access to credit.
We used mystery client surveys to collect impartial information about the family planning counseling sessions. Such surveys, which are more commonly used in developed countries, are considered a gold standard for measuring quality of service. Other methods typically measure inputs or show recall and courtesy biases.
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Schuler and colleagues demonstrated that mystery client surveys produce reliable results even in resourceconstrained settings. 28 For this study, we trained 12 women between 28 and 35 years of age to assume the role of a mother with two young children who did not wish to have additional children for the next two or three years. They visited eligible facilities and requested counseling regarding family planning; no method was actually provided, nor were physical exams carried out. Following each visit, the surveyors recorded multiple metrics, including waiting time to see the provider; cost of services; whether the provider checked for contraindications; the types of contraceptive methods discussed; and whether the provider talked about the advantages, disadvantages, proper use and potential side effects of these methods.
Endline data collection was limited to the 927 facilities that had completed the surveys at baseline. A total of 832 facilities completed all surveys: 418 facilities from the treatment group and 414 from the control group. Overall, 85% of facilities in the treatment group attended at least one of the training sessions and 6% attended all seven sessions.
Ethical approval and review for the study were obtained from the institutional review boards of the Nigerian Institute of Medical Research, Abt Associates Inc. and Northwestern University. To prevent biasing the providers' behavior during our mystery client survey, we obtained institutional review board approval to waive the following obligations: to obtain the consent of providers, to provide immediate debriefing of providers and to send an introductory letter to accompany the mystery client. Human subjects rules allow for waiving informed consent in cases such as ours, in which obtaining consent would compromise the study, participants engage in standard activities and threat of harm to participants is nonexistent. This study was also submitted to the Registry for International Development Impact Evaluations, with three key family planning outcomes specified: number of family planning methods, number of family planning patients and quality of family planning care.
Outcome Measures
We examined the impact of the training intervention on five key outcomes. The first outcome was the number of family planning methods offered. This was measured as part of the endline facility survey, using a list of 15 methods of contraception,
The second outcome was the quality of family planning counseling sessions. This was assessed with data on provider's knowledge collected in the proprietor surveys, and with information on quality of counseling collected through mystery client surveys. From these two categories of data, we built an index of the quality of family planning service provision comprising 59 items according to six "pillars": range of family planning methods discussed or offered by provider; information given to or received from the client; technical competence; interpersonal relations; mechanisms to encourage continuity; and provider's knowledge of family planning in general. 29 We considered several methods for developing an overall quality index and ultimately selected the percentage of counselingrelated items properly addressed by the provider during the family planning counseling session as a proxy for quality of care, adopting RamaRao's adaptation of the BruceJain framework.* 10, 11, 30 Thus, for each respondent, we summed up the individual number of correct responses and divided that by the total number of items in the index (59). This method also allowed us to assess the effect of the program on each of the six pillars.
The third outcome was facility recordkeeping and consisted of two measures: having the federal Ministry of Health family planning register and keeping it up to date. The first measure was a dichotomous variable equal to 1 if the facility had the federal Ministry of Health family planning register, and 0 otherwise. The second measure was a dichotomous variable equal to 1 if the facility had the register and the register was up to date, and 0 otherwise.
The fourth outcome was access to credit. We measured whether the facility had received a loan from any source in the previous 24 months, before the random assignment of facilities took place. To apply for a loan, private health facilities had to go through an initial screening phase, in which they provided the necessary documentation and the bank then decided the terms and conditions for the loan agreement. Loans carried interest rates of 25-50% per year and an average repayment period of 36 months.
The fifth outcome, total facility revenue, was defined as the revenue received in "any typical month at the facility" around the time of the endline survey, as estimated by the respondent. We expressed this variable in natural log *Other methods included using an average of standardized values for all questions in the mystery client survey and a standardized sum of the facilities' scores in that survey. Results were similar and are available on request.
terms. Appendix Table 1 provides the definition, instruments used and data sources for the five key outcomes.
We built a summary index defined as the equally weighted average of z-scores for all outcome variables, regressed it on a treatment indicator and the same vector of baseline covariates and present its average impact, standard error and standard p-value. The z-scores were estimated by normalizing the outcome variables after subtracting the mean in the control group and dividing by the standard deviation in the control group, following recent examples for randomized evaluations. 31, 32 This summary index conveys the average impact across all outcomes measured in standard deviations on the five dependent variables.
Analytic Methods
In theory, the use of random assignment creates virtually identical groups at baseline, and a basic method of estimating impacts would be to simply compare the mean outcomes of the treatment and control groups at followup. Even with random assignment, treatment and control groups may differ in one or more baseline characteristics by chance (as reflected in Table 2 ). To improve statistical precision and to adjust for any chance differences in characteristics across groups, we estimated impacts using multiple regression models controlling for covariates measured at baseline. The impact of the intervention package was calculated as the difference in regression-adjusted average outcomes between the treatment and control groups after running ordinary least squares regressions and estimating regression-adjusted means. We used the coefficient estimates obtained in the regression for each covariate, multiplied them by their mean value, and obtained the regression-adjusted average outcome for facilities in the treatment group and for facilities in the control group. We used a general equation,* in which y ie represents one of the five key outcomes of interest for facility i measured at endline. The variable Treatment i is equal to 0 for facilities in the control group (those not invited to attend the trainings) and is equal to 1 for all facilities in the treatment group (those invited to the trainings). Thus, the coefficient b represents the impact of the intervention on the outcomes of interest. X ib represents a vector of basic covariates at the facility level, measured at baseline, including number of patient beds and number of clients in a typical month for general services and for family planning services. These covariates were added to increase the precision of the regression estimates (i.e., to reduce their standard errors). The variable t t represents a vector of month-fixed effects; this ensures that the estimated treatment effect is not confounded by seasonal differences in client caseload. Y ib represents a measure of the dependent variable but is measured at baseline, when available, to improve precision of the key estimates by absorbing unexplained variation across facilities. W ib represents a vector of indicator variables for the strata identified for random assignment, to properly account for the stratification design. Finally, e i represents the random error. We ran separate regressions for each of the five key outcomes and estimated heteroskedasticity-robust standard errors.
In this study, the multifaceted intervention is defined as being offered the intervention package; we do not estimate the effect of actually receiving the intervention. The first effect is commonly referred to as the "intent-to-treat" effect; the second effect is known as the "treatment-on-thetreated" effect. 25 The intent-to-treat effect is particularly policy relevant for private-sector facilities because their staff cannot be compelled to attend trainings.
It is possible that the intervention itself might have influenced the characteristics of patients (e.g., health status, contraceptive method preference) seeking health services at particular facilities. In other words, the average patient visiting facilities in the treatment group could differ from the average patient in the control group by unobservable characteristics that arose from the intervention. However, because most of the intervention focused on providers, not on patients, this issue should not be of concern. More significantly, the mystery client could not choose a specific provider at the facility, so some of the providers who counseled mystery clients may not have personally attended the family planning trainings. However, our hypothesis 
Descriptive Statistics
The experimental study design was intended to ensure that facility characteristics were similar (i.e., balanced) between the treatment and control groups prior to the intervention (at baseline). Table 2 confirms this for three sets of variables, all measured at baseline. The first set shows characteristics at the facility level; the second displays characteristics at the provider level; and the third displays the key outcomes measured at baseline, confirming equivalence for all outcomes measured before the intervention. For each of the three panels, we conducted F-tests for joint significance and confirmed equivalence and overall balance at baseline. Our final analytic sample consisted of 832 facilities that completed all three surveys at baseline and endline. We tested for balance across all facilities in the treatment and control groups separately and confirmed that no significant differences existed in observed characteristics measured at baseline except for access to piped water. Table 3 displays the values, for the initial survey sample and the final analytic sample, for the key outcomes that were measured at baseline. No statistically significant differences were found for individual variables or overall (F-test).
RESULTS
The main results are summarized in Table 4 . The first two columns of results display the regression-adjusted means for the treatment and control groups at endline. The third column shows the intent-to-treat estimate of impact, which is measured as the difference between the regression-adjusted means of the treatment and control groups and represents the effect of the intervention. (Complete regression-adjusted and regressionunadjusted results are available from the authors).
Number of Contraceptive Methods
We find that the intervention had an impact on the number of modern contraceptive methods provided by the health facilities in the treatment group, with a positive average effect of 0.6 methods, which is statistically significant and equivalent to a positive impact of 10% at endline. This effect is driven primarily by greater provision of long-acting and reversible methods among facilities in the treatment group. Table 5 shows that the largest impact was on the provision of implants-offered by 74% of facilities in the treatment group, compared with 33% of control group facilities-and IUDs, showing a smaller but still statistically significant difference. For short-acting methods, we observe a small positive impact on the percentage of facilities offering pills. No impact was found for other shortacting methods or for permanent methods. Figure 2 shows the percentage distribution of facilities in the treatment and control groups by number of methods offered at endline. The main difference between the two groups is seen on the left and in the middle of the distribution. Facilities in the control group were more likely than those in the treatment group to offer zero, one, three or four methods of contraception, and facilities in the treatment group were more likely than facilities in the control group to offer six, seven or eight methods. In other words, most of the positive effect pertains to facilities that progressed from providing fewer than five methods to more than five methods.
Quality of Family Planning Counseling Sessions
We scored the overall quality of the counseling visits against an "ideal" template of 59 items and measures. The intervention had a positive impact on the quality of family planning counseling sessions: Providers from the treatment group properly addressed 50% (an average of 29.4 items) of the 59 items, compared with 45% (26.3 items) for facilities in the control group (see Table 4 ). This difference is equivalent to 0.48 standard deviations and is statistically significant.
However, a 50% score indicates that important issues are still not being properly covered in counseling. Table 6 displays the regression-adjusted means of the percentage of items addressed correctly at endline for each of the pillars of quality of family planning service provision. The overall positive impact on scores pertaining to quality occurred mainly in information given and received, interpersonal relations, and readiness/family planning knowledge. In contrast, we found no impact on range of methods covered, technical competence, or continuity.
Appendix Table 2 provides the details for each quality item. In regard to range of family planning methods, for example, a greater proportion of providers in the treatment group asked about the mystery clients' preferences, but nevertheless the proportion was low. No impact was found in the items regarding technical competence, a problem that must be addressed in future training sessions.
Facilities Updating the Federal Register
We explored the effect of the intervention on the likelihood that a facility possessed the federal Ministry of Health family planning register (intermediate outcome) and the likelihood that a facility was keeping the register updated (final outcome).
For the intermediate outcome, the intervention had a positive impact of 28 percentage points on the likelihood of possessing the federal register (see Table 4 ). For the final outcome, the intervention had a positive impact of 26 percentage points on the likelihood of facilities' keeping the register up to date.
Obtaining a Loan, and Facility Revenue
The proportion of facilities that applied for and obtained a loan in the previous 24 months was six percentage points higher in the intervention group than in the control group, which represents an impact of 32% on the likelihood of applying for and obtaining a loan (Table 4 ). In the control group, 77 facilities reported obtaining a total of 112 loans in the previous 24 months; in the treatment group, 99 facilities requested and obtained a total of 170 loans (not shown). Most of the loans obtained by facilities were used to purchase hospital equipment, to expand working capital or to carry out renovation and expansion of the facility buildings. We did not find an effect of the intervention on facility revenue (Table 4) .
Finally, as shown in the last row in Table 4 , the intervention had a positive impact of 0.379 standard deviations on the dependent variables overall. This finding highlights the strong results from this multifaceted intervention across a wide and diverse set of outcomes at the facility level. This is a substantial impact; it implies that, averaged across all the key outcomes, the average treated facility performed at a level above 65% of all control-group facilities.
We performed a few robustness checks. To adjust for possible nonresponse bias in all the results, we first ran the same models using probability weights by accounting for differential nonresponse along observable characteristics measured at baseline. All the results remained essentially the same (not shown). Second, we introduced a new set of weights to adjust for the fact that some facilities in the treatment group did not attend any training at all, possibly for reasons correlated with nonresponse status. The magnitude and significance of the key coefficients remained the same (not shown). Third, for cases in which the key outcome was a binary variable, we ran the same equations using logistic models. The magnitude and significance of the odds ratios were consistent with the coefficient estimates from our linear probability model. Results are available from the authors on request.
DISCUSSION
This evaluation illustrates that providing targeted training and supportive supervision to commercial health care providers in Sub-Saharan Africa can be effective in improving family planning service delivery. A combination of family planning and business methods training along with supportive supervision was offered to commercial providers in Lagos State, Nigeria, resulting in a positive impact on the number of family planning methods offered, on the overall quality of family planning counseling, on recordkeeping regarding family planning products and services provided and on the number of facilities applying for and obtaining loans. Much of the impact on the number of family planning methods offered resulted from an increase in the number of facilities providing implants. This result coincides with a high level of interest in implants expressed by providers at baseline and points to the importance of aligning training with the interests expressed by providers and clients. In contrast, commercial providers in developing countries have generally focused on providing short-acting methods rather than long-acting reversible methods. 2 This focus may reflect limited access to commodities, provider bias, lack of training or confidence in provision of these services and perceived low client demand for long-acting reversible contraceptives. [33] [34] [35] [36] In Lagos State, the volume of clients interested in getting implants is still relatively low, giving providers limited opportunities to maintain and improve their technical skills in the insertion of implants. It is unclear whether these expanded family planning offerings can be sustained without complementary demand-creation efforts. Although the effect of 0.6 methods may not seem large at first glance, it came almost entirely from an increase in the number of facilities providing implants, so the effect on provision of LARCs, which was one of the main goals of the intervention, was quite large.
With regard to the quality of family planning counseling, we detected small impacts on information received and provided, interpersonal relations and knowledge about family planning. However, some of the impacts on quality scores were smaller than expected, particularly considering how low they were at baseline. We did not observe impacts in the range of methods discussed, technical competence or mechanisms to encourage continuity of use. The lack of any effect on the range of methods discussed appears somewhat incongruous with the effect we found on the number of family planning methods offered.
Regarding the lack of impacts on technical quality of care, we should add that our intervention was not very intensive. We introduced providers to some new methods and refreshed their information on other methods and on such basic quality-of-care approaches as counseling and infection prevention. Substantial improvement in technical quality would require more intensive work at the facility level and more supportive supervision and coaching than was implemented by the project and evaluated in this study.
The results related to the positive impact of this intervention on updating the federal Ministry of Health family planning register have several implications. Persuading private providers in Sub-Saharan Africa to maintain accurate monitoring data and report those data to the national health information system has been a major challenge; private reporters have regularly complained about the lack of training, shortage of staff and reporting costs. This intervention demonstrated that recordkeeping training, combined with follow-up visits, can increase accuracy of reporting. These findings suggest that it might be helpful to consider implementing recordkeeping training elsewhere.
The intervention package also had a positive impact on health facilities' applying for and obtaining loans from financial institutions. This was a major accomplishment; providers had to first become aware of their expansion potential and then create a strong application. (A growing literature shows that it is generally difficult to induce small entrepreneurs in developing countries to take loans from formal sources.
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) Still unknown is what these loans are being used for. Are these funds contributing directly to better family planning or other health outcomes? Or will they perhaps improve the viability of these businesses, thus indirectly increasing access to family planning services? Further research on this question is warranted.
The study did not detect an impact on total revenue, yet collecting accurate information about revenue from small or medium-size enterprises in developing countries is well known to be a difficult task because of measurement error and low response rates. 38 Indeed, 28% of respondents from the control group and 20% from the treatment group did not respond to the question concerning facility revenue, and we found that facilities with larger revenue at baseline were less likely to respond to the revenue question at endline. However, prior studies of business training for small or medium-size enterprises in developing countries did not find business training to be effective in increasing total revenue.
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Study Limitations
A key analytic limitation of this study is that the treatment was an integrated, multifaceted training package, combining family planning training, business training, provision of starter stocks, monthly text-message reminders and supportive supervision. This made it difficult to assess which specific aspects of the intervention were having the greatest impact on key outcomes. The option of assigning multiple treatment arms for each training session was considered but was ultimately ruled out to avoid losing statistical power and increasing operating costs.
We did not examine the impact of the intervention on facilities' total monthly family planning client visits, as originally intended. Because the project activities included recordkeeping training, treatment facilities should be able to measure client flow more accurately than control-group facilities; this could influence the measurement of client visits upward or downward.
Regarding external validity, we must consider that Nigeria is a diverse country and that Lagos State is markedly different from most other states in the country. The private health sector in Lagos State is larger and more competitive than in other states. 40 Lagos State is also more populous and has a higher contraceptive prevalence rate (26%) than the rest of Nigeria (15%), according to data from the latest Demographic and Health Survey. 4 Because contraceptive use is higher in Lagos, providers might be more receptive to improving the range of family planning methods offered and improving their family planning care. However, effects might be found to be similar in other settings or other countries where the private sector faces comparable restrictions and limitations, especially in other large urban areas of Sub-Saharan Africa with large, vibrant private health sectors.
Because the mystery client could not choose a specific provider at the facility, some of the providers scored by mystery clients likely were not the ones who attended the family planning trainings. If that is the case, our estimates remain conservative with respect to the effects on providers who were trained. Likewise, in some facilities, the provider who was assessed through the mystery client survey was not the one interviewed in the face-to-face provider survey. However, one of the assumptions in this study is that providers would share knowledge and information with their colleagues at the same facility. Moreover, our findings identify the overall impact on facilities, averaging over all providers. Given that most policies targeting medium-size health care facilities will involve targeting some but not all providers, this is a parameter of substantial policy interest.
CONCLUSION
The private sector is an important source of family planning in Sub-Saharan Africa. However, for the private sector to reach its full potential to address gaps in provision of family planning services and products, private providers will need targeted training interventions and incentives that respond to their particular needs. This evaluation demonstrates the promise of such targeted training and supportive supervision to increase the effectiveness and quality of family planning services offered by private providers. 
